DATE AMENDED

ﬁ 2 £2 MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH 5 85——050"?92
g DEPARTMENT OF PUBLIC HEALTH AND w:—::_Fczs_ - STATE il NUMBERV i
DO NOT WRITE AMENDED istration District No. ______&2 _____2_____.Pramary Registration District N Registrar’s No. ______[9_3 '

ON THIS $TUB y, Y.V
1. PLACE OF bEATH '~ _1JDb 2. USUAL RESIDENCE (Where deceased Tived. If insfirution: Residence before
VS 300 a. COUNTY /an.e_él a. STATWW b. COUNTY Taney ! admission}
Rev. 4/59 b CITY I outiide corporate limit, give TOWNSHIF oniy) Length of stay in 16 < CITY Treide Limifs
- OR
W8 fSrandon . 5 yeans TOWN Branson Yeo @ Mo O
1/ zi é. & <. FULL NARE OF (17 NOY in hospital, give focation] Inside Limits o STREET (I cutside, give location) Reside on Farm
2/ Yy INSTITUTION home Yesﬁ No O }75 Sunohine Yes [ No [#
3 ; 3. PTIAME OF PE)CEASED First Middle Last 4, DS'IE Month Day Year
ype or print, F
7 Y Walten (loyd Wallace ea  fec, 22, (965
5. SEX 6. COLOR OR RACE 7. Married fff Mever Married [] |B. DATE OF BIRTH | 9- AGE {last birthday} [ IF UNDER | YEAR | IF UNDER 24 HR
female white Widowed [J Divereed O | Fin, 7, {894 70 mghs | Mo | e
/s
10a. USUAL OCCUPATION (Give kind of work dono | 105, KIND OF BUSINESS OR INDUSTRY| ‘11. BIRTHPLACE {City end state or country} | 12, CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) . .
netined b RUKA b s Queen ((ity Masound Y
13a. FATHER'S NAME : 135, MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
William £ allace Alice Panrken Fthel llallace
5. WAS DECEASED EVER IN U.S, ARMED FORCES? 7. INFORMANT Address
(Yes, no, or unknown} [{If ¥ ve ar or dates of ser\n:e
ged " " Mes f2hel Walloce Branaon, Mo
18. ‘CAUSE OF DEATH (Enfer only one cause per i fot\(a), (b}, and (q). . - TNTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (2) Ww

DOCUMENT

Conditions, if any, DUE TO (b)
which gave rise to
above cause (a),
stating the under-
lying cause {ast. DUE TO (c)

PART |l. OTHER SIGNIFICANT CONDITJONS CONTRIBUTING TO DEATH bkut not reiated to the terminal PART lII, if  deceased was female was
disease condition given in PART I {a) there a pregnancy in last 90 days,
l [J Yes | [ Ne I O Vnknown

9. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
O O

PERFORMED?
YES O NC[3

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
. p.m.

[
|
H
1
1
s
:
i
i
:
b
H
i

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

20d. ENJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATICON COUNTY STATE
WHILE AT WORK [] farm, factory, street, office bldg., etc.) .
NOT WHILE AT WORK ]

21. | attpgded the deceased fromé\ 'UI-A-‘( (0( :Lﬁf_lﬁ_ﬂﬁd last saw ﬁ:."alwe on. ‘-’P'{L Ll 19 '

'
,4 [3 3 k-] ﬁh‘ m on the date stated sbove, snd to the best of my knowledge, from fhe tauses stated.

Deafh pccurred at.

FANEANY

22, ﬂm u (Degree or title) 9\ 22 DRESS 22c. DATE SIGNED
b A b, Mo | R 9ot

23a. aum.m CREMATION, | 23b. DATE s 23c. NAME OF CEMETERY QR CREMATORY 23d, LOCATION (City, fown, or county} (State)

emovad | Dec.2 5’. Modine (emeteny ' Nodine, Kansas

24. FUNERAL DIRECTOR ADDRESS . 25. “DATE RECD. BY LOCAL REG. |26, REBISPRAR'S  SIGNAFIR) ‘
/ 7

Walter (0bb  Branson, Missouni /R~ Fo LS5 |

{Licensed Embalmer’s Statement on Reverse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision. ‘ ﬂ
Student Signed m"

Signature of Student Embalmer .

Licensed Embalmer No. 473/

P. O. Address randon, isoourd

Nofe: The above MUST BE SIGNED. BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




